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TAG Y ATORY OR LSC IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TO THE AFPROPRIATE . DATE
i DEFICIENCY)
1000 INITIRIBEOMMENTS 160D
An ini jicensura survey was initiated on
JanugngiB1, 2008 and completed on February 4,
2008 ¢random sampie of three clients was
selacifrom a population of four female
residgrgl and two males residents with varylng -~
degrabsief mental retardation and other =
disab} —_
: Tiem
The figtlgs of the survey were based on )
obseryebns at the residence and two day us
programl.  Aiso the findings were based on
managaent and direct care staff in the U
residepilll and day program, as well as a feview -
of ha ion and administrative records, to w
includgSe facility's unusual incident reporting A
systery.
1022 35014 BNVIRONMENTAL REQ / USE OF 1022
SPACER!
Each willow shall be supplied with curtalns,
shadef g blinds, which are kept clean, and in 35015
good . : _ | Theblinds in the living room will be
i replaced by 3/15/08.
This is not met as evidenced by: T the future, the home manager will
.| Bascdip@@bbservation and interview, the GHMRP perform monthly environmental audits,
falled WlAsUre biinds and curtains at each and submit repair requests so that ]l
windoy | 155ues are resolved in 8 timely manner, 3/15/08
i
The firjgig includes:
ji _
On Feh 4, 2008 al approximately 12,30 PM |
the bl . tha living reom were observed to be |
bent Iy BiMeral places,
ihek :
! J d
1090} 3504, § M ISEKEEPING 1080
. e
The infdbifif and exterior of each GHMRP shail be
maints lin a safe, clean, orderly, sttractive,’
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10 | i BUMMARY STATEMENT OF DEFICIENCIES ' ' R
ygas)mx DEFICIENCY MUST BE PRECEDED BY FULL PREF[): (E:gl-? X@?Eé?%&‘é‘ P?CETIOC?NR ?533&”35 commere
TAG . R TORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
i DEFICIENGY)
1090 | Contfigild From page 1 -~ |oso
and $ary manner and be free of
accul ; tions of dirt, rubbish, and objectionable
odorg
if i
e
This te is not met as evidencad by-
Ba§ observations, the GHMRP failed to
mainfeaia safe elean orderly, atiractive facility
free fal dirt and rubbish,
The g includes:
During £ environmental inspection conducted
on Fepigsry 4, 2008 tha GHMRP failed to ensure : )
the i ng: : 3504.1
:; . Illtﬁm&l.
Interre 1. Anew tollet has been installed, and
L. secured to the floor. 2/10/08,
1. TH ui!et in the bathroom was not secured to 2. Ti;te Garbage disposal has been
the figp E gepalred, and is operable, 2/10/08
b 4, 6,7. The cabinets in the kitchen will
i} . B . »
2. Th d brbage disposal was inbperable, - " berepaired by 3/30/08.
tehe: .| " & New pots and
3. Th inets underneath the kitchen sink was ' purthaggﬂ,zs/},’g‘m have been
: ! ' .
obse i Eo have watsr damage and mald, 8, 9. All the refrigerators and freezers
3. ThijEibinet opposite the sink was observed to tow have thermoneters. 2/15/08,
have 4iEF domage. \ 10. All bulbs have been replaced and
i there is enough lighting jn the dining
el
5. Seyl pots and pans were observe with rugs foorn.
and byglood. e
ek In the furure, environmental audits will
6. Thefbinets over the refrigerator hada - be conducted monthly and requests made
greasy Ml and could not be open. for repairs o include purchasing
i equipment for the home and kitchen,
7. Theidlinets aver the caunter next to the ngr_am coordimator will provide further
refriget ;wugd not be open, oversight to ensure that audits are done 3/30/08
|43 adequately and timely. ‘
8. Th | !mometer in the freezer was broken.
{ b
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TAG HATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS'REFERENCED TQ THE APPROPRIATE DATE
TR DEFICIENCY) :
080 Conf id From page 2 ‘ 1080
9. T k ;ermometer in the stand up freezer was
brokgg ; . _
10. Wilight fixtures in the dining room area
werelghout working bulbs. _
Extoi External. .
i} : 1. The wiring on the outside of the
1. N8l wiring was observed exposed from the home has'been secured. 2/29/08.
exteripsitorner of the group home. The wiring 2. A windows will be inspected
was pillkally incased in a plastic box with 2 for protective covering, and
missigdBrotective panel door. The wiring repeirs done by 3/15/08.
Expogiwas labeled with white tape that 3. All windows with air
SPEGj : "Kitehen, office and ”Ving room", ' COﬂdiIiOI]ng seals will be
¥ A . secured and sealed by 3/15/08.
2. A Pl of five windows were without e v
prote & s.tcrrn window screen. In the future, environmental audits will
3. Foliélvindows with zir condition units were nert be conducted F"’lngﬁy ani;egu:sts made
seRleq i the units were not secure, When for repairs to.include purc Sig
touch e air conditioners they were observed ¢quipment for the home and kitchen, 3/30/08
to mo¥k j ¢k and forth in the window seal.
107) 3504. 4 JOUSEKEEPING 1107
3] .
Each. RP shal) provide a washer and dryer
or ma lernative provisions s¢ that each
resid o wishes to shall have a safe and
CONVErgemR place to wash and dry personal
launddy ! g;
i i
This Sillde is not met as evidenced by;
Basg 1t terview the GHMRP dryer was not 3504.14
workingiipropriately. The washer was replaced on 2/5/08. The
. i3 idos. home manager will make sure that ]
The fi | {ncludes. housekeeping issues are identified and - | 3/15/08
During & nspection of the environment on . resolved in a timely manner.
| Februgdilll 2008, tha dryer was making a loud
Health Regulation Adgasniion
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TAG ATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
1107 Ed From page 3 1107
i ting noise when operating which was
iM nt to tP}e residents. Acgording to the
Progam Coordinatar the dryer was not working
adeqpaply and was scheduled to be replaced.
1140 35061k) PROGRAM STATEMENT | 140
| o 3506.1 ‘
'Each; GMRP shall havae a writ_ten Btatems_.-nt of The policies and provedures will be
its pH fophy and programmatic goals which modified to include the statemnent of its
shall igglide, at a minimum, the following: philosophy and programmatic goals with
: the number and type of individ
ga)w ImEnumber and types of residents to be served. The adntgz}n)isuat?r ::ilul;:wlfiew
erverill ; O
T fj and sign the policies and procedure 3/30/08
This ! flute is not met as evidenced by; moatual gt least anually.
BasefMn record review and staff interviaw
GHMI iﬁf”' ailed to ensure the provisions of this
regul: Y requirement,
The fitdihg includes
i|
Revich -:5' the palicy and procedure manual did
not aqdfiss & statement of the agency's
philos ,1.‘(;#: y, programmatic goals and failed to
addref §iine number and type of residents to be
serveg lr{: this facility. Interview with the facility's
Admitliggtator revealed that he will modify the
curret ‘ Dlicles and procedures to incutporate the
provisigis of the regulatory requirement.
1163| 3507 () POLICIES AND PROCEDURES | 183 3507.4(a)
! The policies and procedures will be
modified to include an organizatjoral
Chﬂ!_'t, and internal procedures to ensure
@ 6 the integrity and quality assurance of the
Sover home. The administrator will review and | 3/30/08.
asses s1gu the policies and proccdure manual at
e least annually.
Heaith Regutation '»‘"': I l

TEDJ1 iT continuation sheat 4 of 19




102/20/2008 Jolil: 48 FAX 2024429430 . HRA @oos
iR PRINTED; 02/20/2008
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B WING
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i} M8 IMMARY. STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION %)
i DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CURRECTIVEE ACTION SHOULD BE COMPLETE
BGaL TORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i 4l DEFIGIENG'Y)
it BL
1163 | Contiptitd From page 4 F183
A Al
{ b
This $tffute is not met as evidenced by:
Based @ staff interview and record review, the
facility yMled to develop and established lines of
authall|and internal quality assurance policies
and gideadures.
' it
1B
The fipifihg includes:
(kL
On Jandary 31, 2008 at approximately 2:30 PM,
interviemriwith the Administrator and tha review of
the pgiily and procedure manual did not revealed
an orgagirational charis and no internal
procedilies to ensure the integrity and quality
assurgiiie of the GHMRP. Interview with the
facilifsidministrator revealed that ke will modify
the polithes and procedures to incorporate the
provig b of the regulatory requirement.
. H 3ol
|l
1164 3507.f Ui Z:POL(ClES AND PROCEQOURES 1 164
The migyal shall incorporate policies and
procefiies for at least the foliowing:
if
(b) Phidtial environment, which covers
houseketioing, maintenance, househald items 2307.4 (b)
and fufegihin g.S' ' The poljcies and procedures will be 3/30/08
ik ' ‘modified to include a policy on physical
Bl . . :
This Siaflite is not met as evidenced by environment and procedures for cleaning
Baseddfithe review of records the GHMRP the kitchen, The administrator will
falled {piPnsure that a policy to address physical review and sign the policies and
envirolyient was include in its policy and procedure manual at least annually.
procea manual.
i
The firkdiis Includes:
{
On Jafddly 31, 2008 at approximately 2:30 PM,
imtervigiiith the Administrator and review of the
parsonpgipolicies and procedures manual failed
to havg § koiicy on physical environment and
Hesalllh Reguistion Adniisiiration
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4 Wi
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|
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(%4) D || BUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION
PREFIX DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULD EE L confq’;i)ers
TAG REFUBETORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
i “f1 DEFICIENTY)
184 | Contin i From page 5 | 164

proce s for cleaning the kit¢chen. Interview
with (e Racility's Administrator revealed that he
will md f.: the current policies and proceduras to

incorppite the provisions of the regulatory
requirdrh _nt.
; ;' i ||
| 185] 3507 .4 "POL[CIES AND PROCEDURES 1165
i o |I
The mgxital shall incorporate policies and
procedugiis for at least the following:

Rl
(c) He aand safety, which covers fire safety
and evidiation, infection control, medication, and
procedutis for amargency ang the death of a
resldedt i

f -.! 1,1{
This S 2 is not met as svidenced by:
Basedfinterview and record review of the
GHMRPiolicy and procedure manual failed to
have t gency s policy on infection contral.

The ﬂﬁ includes:

‘ 3507.4 (c)
On Ja | jy 31, 2008 at approximately 2:30 PM, The policies and procedurcs will be
intervi '. ith the Administrater and review of the modified to mclude a policy on infection
PEI'SON licies and procedures manual failed control, The administrator will review
to havel &olicy on infection control practices for and sign the policies apd procedure
the GHMHMP, Interview with the facility's wanual at least apnually. 3/30/08

Adminitiftar revealed that he will modify the
curren cies and procedures to incorporate the _
prowsu ﬁof the regulatory requirement.

1166 3507, 4 }-”OLIC}ES AND PROCEDURES | 168
-}
The m W l shall incorporate policias and

proc:ed| it for at least the following:

i
,Jn

(d) Recpip keeping, which covers resident
recordgy ! | ministrative records, and

Haalth Regotaton Aurr{ #giiaiion
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TAG REFHMATORY OR LSC IDENTIFYING INFORMATION) TAG CRO&S-REFERENCED T THE APPROPRIATE DATE
{.ip ]J ' DEFICIENCY)
(168 | Contilyi f o From page 6 [ 166
confide lity of records;
This Lte is not met as evidenced by:
Based l intervlew and record review, the facility
failed:{aiflave a policy on record keeping.
The kg includes:
e 3507, 4(d)
On Jahig A ry 31, 2008 at approximately 2:30 PM, The policies and procedures will be
intervigs *_; ith the Administrater and review of the modified to include a policy on record
perso; i policies and procedures failad to have keepmg The administrator will review
a poligyHn record keeping in the GHMRP. and sign the policies and procedure
Inte:rvl ' P ith the facility's Administrator revealed manual at least anpually. 3/30/08
# M8 modify the current policies and _
: to Incorporate the provisions of the
g &" requirement. :
| 167 3507.4(8)| POLICIES AND PROCEDURES 1167
The mpy {’ hal shall incorporate policies and
proced i s for at least the following:
il
©) Pe ”i nel, which eovers job descriptions and
quslm mns, staffiresident ratios. training and
staff d opment health inventory;
This S is not met as evidenced by:
]ﬁntervlew and records review GHMRF o
p:nsure policies incfuded a policy to 3507.4(e)
sfbrsonnel. The policies and procedures will be
bl , modified to include policies 2nd
‘ includes: procedures that cover job descriptions
g ly 31, 2008 at approximately 2:30 PM, and qualifications, staff/resident ratios,
With the Administrator Review of the fraining and staff development, health
paliciey ¥id procedures the GHMRP failed to Inventory. The administrator will review
have al : cy on personnel, which covers job and sign the policies and procedure 3/30/08
descrip}s s and quatifications, staff/resident manual at least annually. -
ratios, f fng and staff development, health :
inVenlq‘ quirements. Interview with the
Heajth Regulaiion Adn). " ration
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i DEFICIENCY)

1167 [ Contijul#it From page 7 1167
facllity 51 dministrator revealed that he will modify
the cutamt policles and procedures to incorporate

Willions of the regulatory requirement,
{8

) 168| 3507.4(f POLICIES AND PROCEDURES 1169
The m il shall incorporate policies and
procequels for at least the following:
H Rl

| af
(g) Resuiant life, which covers clothing,
managegient of funds, resident rights, discipline,
behavibgnanagement. services. parental and
guardigeibipvoivement, visitation, staff treatment of
resideftdiand resident work,

b
i{ (e
Bieh
B!

3
i
|
This S(pd t:! is not met as evidenced by:

Based pifiinterview and record review, the
GHMRIEliled to implement, have written poticies 35
to addigig residents independence. 07.4(g)
1w The policies and procedures will be
The fingiflf includes; modified to include resident life which
it covers clothing, mavagement of funds,
On Janpalty 31, 2008 at appraximately 2:30 PM, resident rights, discipline, behavior
intervieneMith the Administrator Review of the mapagement, services, parental and
policies|{#hH procedures the GHMRP falled to guardian involvement, visitation, staff
have a ipificy to address the Residents' life, which treatment of residents, and resident work.
covers gighing, management of funds, resident " The administrator will review and sign 3/30/8
rights, diéipline, behavior managemant, . the policies and procedure manual at
serviced, @hrental and guardian involvement, least annually.

vishtatio ;-I;_ kaff treatment of residents, and
residenliiilirk. Interview with the facility's
Adminisieiior revealed that he will modify the
current pagitles and procedures ta incorporata the
provisioh#sf the regulatory requlrement.

I 184 3508.5(3)BOMINISTRATIVE SUPPORT 1184 ' |

.|
i i

tealth Raguiation Admiif tion
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STATEMENT OF Helibiencres 1) PROVIDER/SUPPLIERIGLIA (X3) DATE SUaveY
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X4 (D 1| IEUMMARY STATEMENT OF GEFIGIENCIES IS PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX [EMVH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG IFLATORY QR LSC IDENTIFYING INFORMATION) Tas CROSS-REFERENCED TD THE APPROPRIATE DATE
if 5 . DEFICIENGY)
1184 Congs d From page 8 1 184
Eac: MRP shall have an organization chart
that siiws the following:
E ! ¥ }
(=) Afthajor components of the administering
agenelipr the roles of individuals when the’
licen ”'i is not an agency:;
i
; !I ‘Il
This|igule Is not met as evidenced by:
Basedih interview and raview of the policy and
procgdiifes manual, the GHMRP failed to provide
an offyfizational chart representative of its
orgatliaftional hierarchy.
il
The fidling includes: :
ik 3508.5(a)
On Jadhiry 31, 2008 at approximately 2:30 PM, The organizational chart that shows all
intervieg with the Administrator and review of the major components of the administering
policiggind procedures for GHMRP failed to agency is in development, and will be
have pifibrganizational ¢chart. On February 4, available by 3/15/08. _
2008 i 'pprqximately 1:30 PM, interview with the The administrator will review and revise
Assisialbe Director revealed = drait copy of the the organizational chart as roles change | 3/30/08
organiaplions’ structure, however tha Director or on an annual basis
explaigy) that roles are in the process of being '
defingdifand the final organizational chan was
pendipglinal approval by the Administrator, )
1202] 3509 3} "ERSONNEL POLICIES 1202 :
1 3509.2 -
Each S48 person shall have a writtan job All direct care staff now have their job
descrip¥n, which details each of Nis or her major description, and they have been reviewed
respotkafiilities and duties and supervisary and signed, 2/15/08,
contra), 4 ‘ The human resources department will
| review job descriptions with new hires
Al . and obtain signatures prior to
This Staflite is not met as ede'_einced by: cmployment. The HR will also audit 3/15/08
583604 re::ord L":"\"SW- the v QAS(P fa'ri%d to ; personnel folders quarterly to ensure that :
3ve grHle for review current job descriptions for all staff have their current job
all em es, descrinti
e escriptions.
The findilis includa:

Health Regulation Adn
STATE FORM

von

ugen®

TSI

If continuation sheet #of 19




{ T
62/20/2008| 84:49 FAX 2024429430 HEA 2013
PRINTED: 02/20/2005
FORM APPROVED
T oF OEF |
RO RONoF Coffn | FASYBESTUERELA o mutrieis coNsTRUGN 09 A7 sy
; H‘ A BULDING
A B
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(X4 13 {IBUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN DF GORREETION o
PREFIX [FME3 DEFICIENCY MUST RE PRECEDED BY FULL PREF|X (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG RHBIATORY O LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENGED TO THE APPROPRIATE DATE
. L DEFICIENCY)
1202 Conq! ' H pd From page 9 1202
[t IR
o i
Ravil fthe personnel files on February 4,
2004 !]"T ealed that the GHMRP fajled to provide
currapiiob deseriptions for four direct care staff
(EB. THIMG and MZ) and Program Coordinator,
housg bnager, Quality Assurance Manager and
Incidy ‘ anagement Coonrdinator,
1206 36095 HERSONNEL POLICIES I 206

i e
Eachkifiployse, prior to employment and
annuslithersafter, shall provide a physician ' 5
certifica¥ion that a health inventory has bean
perfolfimed and that the employee ' s health stalus
wouldigfibw him or her to perform the required
dutieg i

L

|

|
This Jtute is not met as evidenced by:
Baseq g interview and record review, the
GHMHBHfalled to ensure that each employee,
prior tp- snployment and annually thereafter,
providgdibvidence of a physician's certification
that diggimented a health inventery had heen
perfong ﬂ and that the employee's heaith status
wouldEtliw him or her to performn their required
dutiesy 4 3509.6 _

I8 All employees whose health certificates
The fi Toas inctude: are outdated have beet: notified and given

A I i i . - . "

Intervigwewith the Program Coordinator and :kzr\:v g?fktshfaosozteac;n lth?tpll{ rllzhey willbe
review .l,i he GHMRP's personnel files on 9 caedue i hea
Februaifih, 2008 at 2:00 PM revealed the gortifacates are not obtained by 3/20/08.

i i, T ) ; T'he HR will also audit personnel fold:
GHMRPH&iled to provide evidence that current personn ers
healthibaittificates were on file for {6) six direct quarterly to cnsure that all staff has their | 3/20/08
care mrl Ed, TP, MZ, MR and BA MB) and (3) current health certificates,
three qpiiultants ( Nutritionist, Social Worker,

Primany@hre Physician) and (5) five LNP's (GO,
Haealth Regulalion Adr ation
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NAME OF PROVIDER STREET ADDRESS, CITY, STATE, 2IP GODE
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CAPITAL GARY | WASHINGTON, DC 20020
(X4 4D LUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF CORRECTION J
PREFIX 4 DEFICIENTY MUST BE PRECEDED BY FULL, PREPFIX (EACH CORRELTIVE ACTION SMOULD BE cor\(n);?wz
TAG ATORY QR LSC IDENTIFYING INFORMATION) TAG CROSG-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1206 | Conti From page 10 | 208
MO, Wi CT and FZ).
1291 3514 PRESIDENT RECORDS 1 291

rd shall be kept current, dated, and
each individual who makes an entry,

fite is not met as evidenced by; -

Based g staff interview and record review, the
GHMIR % failed to ensure that the medical siaff
signed Bnd dated medical records for six of the
six reffigints residing in the facility. [Residents 35142

dl NS . ,
#, % 13 l' #4, #5 and #8] All physician order sheets have now been
The fije ng include; signed by the physician and registered

{3 nurse. The director of nursing will
Reviewif the physician's orders pn January 31, perform quarterly audits of medical
2008, eeated that primacy care physician had records to ensure that all records are up
not sig Ay and dated the physician’s orders for to date and signed by the physician apd
treatniei as the responsible medical registered nurse,
profeg lr al monitaring the residents medical _
care. | ? her review revealed that the nursing 1. The physician orders for -
stalf Hdiihot signed the orders elther. Additional resident #1 has been clarified to
review|dgthe orders revealed that some of the - indicate the time for blood sugar
ordersiwere pot clear and needed clarification. monitoring. The health care plan
For E ¥ ﬁ' le: : has also beep updated to address
1. Res gi’ #1 was diagnosed with Non Insulin the diagnosis of Diabetes. H29/08
Depe -4 Plabetes Mallitis. The Physician
order j Wle treatment sectlon revealed that ' 1
»Bloovj E‘ gar monito gndg eveir):'j «i:lay", Fhurther 35142
reviewiogline orders did not indicate what time of <, . .

: blood sugar levels were to be taken 2. The registered nurse will confer with the
success. Also thiere was no evidence primary care physicien to clarify te
Management Care Plan 1o address of the medication Lorazepat that
diagnasis of Diabetes. - | resident #3 is taking by 3/5/08. The health

i care managemsens plan will be updated 0

$nt #3 Is prescribed Lorazepam 2 mg, determine the purpose and use of this 3/1508
to be taken by mouth at bedtime, sedation. ‘

tview of the physician orders did not

aac0 TS0J71 If eanlinuation sheet 11 of 19
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02/20/2008 g#l: 40 FAX 2024429430 HRA @015
: i PRINTED: 02/20/2008
1 ’ﬁ FORM APPROVED
IE
STATEMENT OF ENDHES X1) PROVIDER/SUPPLIER/CI
AND PLAN OF COMRRIITION o IDENTIFICATION Numae‘i‘? (@) HULTIPLE CONSTRUCTION ‘“’33&5:.55‘#?6“
ik i A. BUILDING
| it g 8 WING ___
L HrD12-0074 02/04/2008
NAME OF Dao\nui ¥k SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
1 A i
1l 2820 HARTFORD STEET, SE
CAPITAL CARE WASHINGTON, DG 20020
T ;
(X4} ID i| BUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S £1LAN OF CORRE
PREFIX DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION QHgZPDNBE ComPLeTE
TAG Rz . TORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
Eil DEFICIENCY)
291 Cont:i;‘_' id From page 11 I 231
i I .
reflegt e purpose in which this sedation was t0
be admihistered. Also there was no evidence
that A iiyalth Management Care Plan to
deterinifie the purpose and use of this sedation,
[} I X
3. Riisgllerit #3 has an order for Renegal 800 mg 3. The Registered murse will determine the
that Waliordered three times & day with his status of the medication, and make sure that
meald Whinner observation on February 1, 2008 it's status is cutrent on the physician order
approyditiately at 5:00 PM revesled the sheet, and medication administration record.
medigalien was not administered. Interview with In ddition, medication nurses will receive
the nipflication nurse revealed that “the trainmg from the registered nurse on
medicaan may have been discontinued”. The medication administration. The RN will
nursg unable to determine the status of the | conduct a periodic monitoring medication
orde],;f:,H 'passmﬂnsmthntallmedicaﬁnnisbcing
E el [ X IO admi!liﬂm.
4. Repplent #4 had Instruction for “Tube Feed propetty 35108
Nutrep 85 Fiber S cans via J-Tube every day with |
100 | Minter flush via J-tube before and after :
each ffliing". Secondly, Resource Beneprotien |4‘ The physician ordets for resident #4's
pé):vcé T, J?cmps mixad with 50 ML water via tube feedings, will be clarified to indicate
-lubj Mtimes a day. Further review of the frequency nad time eters. The RN
hysitallls order did not reflect 3 times a d il rov P mmesers. Lie
POySI@A i re IMmes & gay as | will review i physician ordarsmonﬂﬂyto
the fréfiency and the time parameter in which . ensure that all. orders are clear and precs 3/15/08
either lgitube feeding or the Resourca precise. 15
Suprlerment were to be provided for Resident #4.
5. Obbdifation of January 31, 2008 and ident £4's band solints have been
Februllin, 2008 evigence that Resident #4's - Resident #4's band splints have
h il ; . located, and are in use. The home manager
andsiiwfife contracted. Interview with the nurse ith npd nal inventori 1
reveal at hands splints supports to reduce WAt up alllpers_o_,__l___t_xxgn ones.m cast
contraf were {0 be encouraged for proper every six to ensure that all i are
hand prigitioning and support. - accounted for, and if needed are purchased. | 3/30/08
Reviey "#fithe physician's order confirmed that
this suj [t has been prescribed by the
physiciiri On February 4, 2008, the surveyor
inquirsfl. s to where the resident personal
properfyMiventory was in the Resident's
habilitai} records. The rasponse was that the
direct dald staff had not completed the resident's
Mealth Regulatian Ag v lralion
STATE FORM oy
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ULATORY OR LSC IDENTIFYING [NFORMATION) TAG CROSREFBRENCED TO THE ARPPROPRIATE BATE
1 DEFICIENCY) ’
1201 | Contplidd Fram page 12 1204
pers : f invertory and she wag not sure if hand
splintk ‘; ere a part of his personal items when
transtefied into the facility.
1370 3519 MERGENCIES 1370
Eachi#IMRP shall maintain written policies and
proce) wg;,{,fa which address amergency situations,
incluclesy fre or general disaster, missing
persahilaerious liness or trauma, ang death,
This §ifliste is not met a5 evidenced by:
B ¥
Baseq &) observation |, interview and regord
revie GHMRP failed to ensure that the staff
and npliing personnel followad the agency
policigaing procedures on emergencies.
The fifiiha include: 3519.1
5 : A The facility administrator is in the process
On J4 Hry 31, 2008 at approximately 2:30 PM, . | of modifying the policy on personnel, which
intervig Ewith the Administrator and review of the cavers fitc evacuation procedures, missing
agenciaipolicies and procedures revealed that - peesons and death and burial and finera)
the GHIMIRP failed fo have a policy for personnal, armangements. The administrator will
whichbilers fire evacuation procedures, missing .conduct an antwal review and sign all
persofiggnd death and burial and flJ_"_'el"ai policies and procedures to make sure that
arranges i nt, Interview with the facility's they are updated and finctional
Admintsietor revealed that he will modify the ) 3/30/08
currerit gificies and procedures to Incorporate the
provisipii of the regulatory requirement.
i 1«'1
4
ta7 E 1371
i !
Each GHEVIRP shall maintain written
docurmisiiation that each employee has been
trained|#gkarying out the policies and
proced u;;,'-f‘ set forth in § 35192.1 of this section.
iy :
This S; Be is not met as evidenced by:
| Basedipmnterview and record review, the
| A ‘
Heallh Ragulalion Adm 1‘ qration
STATE FORM ; L T50J11 if eanfinyptibn sheet 13 of 19
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| B HFD12-0074 } 02/04/2008
‘| NAME OF PROVIDERGOR SUPPLIER STREET ADDHESS, CITY, $TATE, ZIP CODE
1 2820 HARTFORD STEET, SE
CAPITAL CARER) WASHINGTON, DC 20020
T
(X4} 1D ' UMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x®
PRERIX H DEFICENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREC'TIVE ACTION SHOULD RE COMPLETS
TAG LATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
i DEFICIENCY) :
F a7 Nrb 137 4
Coni : kd From page 13 1 35192
GHMEK failed to frain the staff on the agency's Al staff is in the process of receiving all
PO“Q wand procedures. required training on policies and personnel
1 . ' practices. This will be completed by
The iging includes: 3/30/08. Al staff will be trained enmually
1 ) and upon hire on policies and procedures.
On Fpiwuzary 4, 2008 at approximately 2:30 PM, H“nﬂso p;n anc nres
il . urces meintain a log of al}
interyicy with the Administrator review of the traini i -
3 L g ming for each staff person; these will be
availgl® training records the GHMRP failed to reviewed v o that th 3/30/08
havejetience that direct care staff were trained Viewed quarterly to ensure <y ate 30/
on thpidlrencies policies and procedures ang Surrent. —
persgme! practices.
: il %
F372) 319IMMERGENCIES 1372
Eachi MRP shall post by each telephone
emergeticy numbers, which include at least fire :
and 1 & squads, the local police department, 35193
eachifepdent * s physician, and the agency ' s Emergency telephone mumbers for il
on-du dministrator, Emergency personpel including fire, police,
L o _ physician and agency administeation has
This te is not met as evidencad by: been developed and is posted in the facility
Baseq ¥ interview and record review, the fot staff. They have been trained on
GHMRiEfailed to have emergency contacts em
i ) exgency procediyes, and program
Infor T n available for the staff's use. coordinator will review emﬁémcy
19 procedures with all new staff ind
Th ncludes: P g by
¢ fiR@g includes periodically at staff mestings. ;- 1 3130/08
Ovsejpaliion throughout the facllity revealed no E
avidefjcaithat emergency contact information had
been fagled or was available for direct care staff
to use|ifitase of emergencies.
e
1391, 352030 PROFESSION SERVICES: GENERAL | 1391
PROVISEONS '
Each MURP shall have available qualified
profespigial staff 1o carry out and monitor
neces§am prefessional interventions, in
accordunte with the geals and objectives of every
Health Regulation Ad 1 - tian
BTATE FORM ' orsm

TaDJ11

t gonknuation sheet 14 of 19




e T et e e £ PP TR P e e b

1 H
02/20/2008: éso FAX 2024429430 HRA o018
{1 ﬁ PRINTED: 02/20/2008
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STATEMENT OF DRERIENCIES X1} PROVIDER/SUPPLIER/GLIA X3) DATE SURVEY
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K }J A BUILDING
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i M HFD12-0074 " 02/04/2008
NAME OF PROVIDE R: SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
if 2820 HARTFORD STEET, SE
CAPITAL CAR| f l' WASHINGTON, DC 20020
|| IUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION x5)
DEFICIENCY MUST BE PRECEDED RY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO 2E COMPLETE
TORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENSED TO THE APPROPRIATE DATE
il DEFICIENCY)
Con l d From page 14 139
lndtvﬂ Il habilitation plan, as determined to be
nece: by the interdisciplinary team. The
profegsianal services may include, but nat be
limitepfl), those services provided by individuals
trainediiualified, and ficensed as required by
Distrig#f Columbia law in the following
discigy E5 or areas of services:
(a) Mek f:m
This §iifilite is not met as evidenced by; %_fl;ZO.Z'(a) .. .
The GHMIRP failed to have current license 5 © primary care physician for the residents
availagillias required by District of Columbis Jaw as provided his license, which is now on
in the/fiowing areas of professional services: file in the home. The HR department will
4 audit personne! files quarterly, to ensure
The Tifding includes: that ail licenses are current. . 2/29/08
Revij 88 the consultant personine! files on
Janu 1, 2008, revealed the facility failed to -
providp/ilicense for one of the primary care
physidiz
L8
3620.4¢8) PROFESSION SERVICES: GENERAL | 1395
PROV “5 PNS
Each MMRP shall have available qualifled
professinal staff to carry out and moniter
necesyaly profassional Intarventions, in
accordasite with the goals and onjectives of every =
individpallinabilitation plan, as delermined to be 3520.2(e) _
necesiafly by the interdisciplinary team, The All nurses have been instructed to provide
profespifenal services may inciude, but not be current licenses by 3/5/08. If this does not
limitedldithose services provided by Indlviduals occur, they shall be taken off the schedule
tralnad agslified, and licensed as required by until they can provide cusrent licenses. The
Districf & iColumbiz law in the following HR departmett will audit persotnel files
discipi W Or areas of services! quarterly, to ensure that all licensces are 3/5/08
K current.
(e) Nurdig,
This Siiiite is not met as evidenced by:
atlon Adnigiralon
STATE FORM |- TSDJ11 I eentinuatian sheet 15 of 19
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FORM APPROVED

trainefiiualiified, and licensed as requited by

Distrigt &f Columbia taw in the following
discipjifgiss or areas of services:

1
(fy G f{, ational Therapy;
This § te is not met ag evidenced by:
Base g interview and record review, the
 GHMifitailed to ensure its nurses had current
licensipsen file. :

ik
The fie ! g includes:

|
Revieldl the personnel records on February 4,

2008 iejaled that the GHMRP failed to have
currentfftanse on file for Qccupational Therapist

3520,2(D

| All OT has been notified to provide a
current license by 3/5/08. The HR

, department will sudit personnel files
quarterly, to ensure that all licenses are
cUrrent.

STATEMENT OF DERlENCIES 1 PROVIDER/SUPPLIERICLIA 3 DATE SURVEY
AND PLAN OF CORFITION o Mo bl e (%2) MULTIPLE CONSTRUCTION X )Cwm_:_rED
i A, BUILDING
| & B, WING '
. 1k HFD42-0074 T 02/04/2008
NAME OF PROWZT Bf2 SUPRLIER STREET ADBRESS, CITY, STATE, 2IP CODE
| 2820 HARTFORD STEETY, SE
CAFITAL GARE 1! WASHINGTON, DC 20020
(X4) 1D i A ! MMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN QF GORRECTION x5
PREFIX { DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BF COMPLETE
TAG REGIRATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| & DEFIGIENCY)
1395 Contiild From page 15 1395
i
Baself #ih interview and record raview, the
GHMRRIBiled to ensure its nurses had current
licendedian file, ‘
The ';1?19 includes:
|
Revigwiff the personnel records on February 4,
2008 cdpaled that the GHMRP failed to have
curreplidtense on file for two License Practical |
Nursd{fiffN) employad by the agenrey (MO, CT),
o |
4
1396 3520: %) PROFESSION SERVICES: GENERAL | 1396
PROYEIONS
1k
EachGEMRP shall have available qualified
profepgiinal staff to camy out and monitor
nacessgity professional interventions, in
accorgitice with the goals and objectives of every
indivigal habilitation plan, as determined to be
nacegsigly by the interdisciplinary team. The
profegsiinal services may include, but not be
limited #X those services provided by individuals

3/5/08
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i| FORM APPROVED
STATEMENT OF o LIENCIES X1) PROVIDER/SUPPLIER/CLIA {%3) DATE SURVEY
AND FLAN OF COR ‘" TIAN o IDENTIFICATION NUMBER: ) MULTIPLE CONSTRUCTION ’CDMF‘LETED
1 iﬂ A BUILDING
i| B
| 1 HFD12-0074 e : 02/04/2008
NAME OF PROVIDERY STREET ADDRESS, CITY. STATE. ZIF CODE .
it i 2820 HARTFORD STEET, SE
! ~' WASHINGTON, DC 20029
*Xa)iD ; :; BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (x5)
PREFIX i ,‘-r-' H DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG RBBILATORY OR LSC (DENTIFYING INFORMATION} TAG CROSS-REFERENCGED TO THE APFROPRIATE DATE
; ‘ﬁ BEFICIENCY)
% ';z ] .
1388 Cong 3 From page 16 I 398
4 1hE]
1 A3
1398 352( igh) PROFESSION SERVICES: GENERAL | 1398
PR ]::'31 IONS
4 i . 35202(h)
Eaci] GHMRP shall have available qualified At this time social work services are
qoppnal staff to carry out and monitor contracted out to agencies by the
Hry professional interventions, in department on disability services. Capital
o i the goals and shiectives of Svery cate will follow up with DDS in such
] ;’ o “’t" F:’_a"'_ ai_sn e etrmme#':g & instances and find out about getting
#ry Oy Ine Intardiscipiinary team. licenses. The licenses will be place in the
fesgibnal services may include, but not be file by 3/30/08, The HR depertment will
e, those sarvices provided by individuats it p el files quarterly, 1o ensure
thualified, and licensed as reguired by that all Ti are 3/5/08
istribfHf Columbia law in the foliowing CPTECS Are Current.
disci bs Or areas of services:
ik
(h) Soa! Work;
This $3 iute 'is not met as evidenced by:
Basefilih interview and record review the
GHMREfailed ‘o have each professionals license
on fill
The firilfing includes.
Inte: | and review of the consultants files on
Febr 4, 2008 failed to evidenca that the
Socizl) Worker had current license on fils at the
time gfifie survey.
1454 3521 DMABILITATION AND TRAINING 1 tasa
Each|[GHMRP, in addition to the above
proviggalle, shall essist each resident in obtaining
place M tin an appropriate educational,
emplgdient, or daytime training program;
Provided; that the placement shall be consistent
with tientk
This
Haalth Regulation Adv
; L TSDJ 11 it cantthuation sheet 17 of 19
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: |! PRINTED: 02/20/2008

, r& FORM APPROVED
STATEMENT OF [J ENCIES (X1) PROVIDER/SUPPLIERIGLIA MULTIPL (X3) DATE SURVEY
AND PLAN OF CO . TION IDENTIFICATION NUMBER: o) £ CONSTRUGYION COMPLEYED

iR ii A, BUILDING

| i 8. WING

4l HFD12-0074 WING —

02/04/2008

{X4) 1D i MHUMMARY STATEMENT OF DEFICIENCIES

dirneri) flirther review of the MAR revealed that

D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECYIVE ACTION EHOULD BE COMPLETE
TAG FHRATORY OR LSC IDENTIFYING INFORMATION) ras CROSS-REFERENGED TO THE APPROPRIATE DATE
1 DEFICIENCY)
1 454| Contilid From page 17 1454 | 35218 -
i L , ) Resident #2 now attends day program on a
Basafffih observation, interviews with group daily basis, Tn the future, all atternpts will
home Mld day program staff, and record review, s o .
: " : . be made in coordination with the DDS
the f; failed to ensure that outsida services . . e
mel thdiieeds of thrae of the six clients residing Service Coordinator and residential
in thd" tility, coordinator to assist individuals in locating
T appropriate day program placement within
1 15 days of discharge from another program.
The fiplihgs includes: Residents #5 and #6 are medically fragijle,
1 B and must be at home die to medical 3/30/08
On Failiary 4, 2007 interview with Resident #2, treatments that cannot be performed st a_dny
Residetl #5 and Resident #6 day program staff, program site. The horae has provided a list
the Ploitam Coordinator and the review day of leisure activities and ADL programs to
"| progrgm habilitatien documentation fajled to engage in while o the home, so that they
evidepol that neither of these residents ware continue 1o learn and grow or at the very
particiiging in day program services in least maintain their levels of performance.
accoryiaice with their Individual Habilitation : '
Plans, {I
i
1474] 3522.% BEDICATIONS 1474
Each GHMRP shall maintain an individual
medichiin administration record for each
residel{i{
| -l
This § Hte is not met as evidenced by,
Based|dafil observation, interview and racord
reviewl i GHMRP's nursing staff failed to
ensurg fedication administration records were
without sicumentation error. '
s 35225 )
The fi %% Includes: 1. The RN has reviewed the policy on
g L medication administration wi .
1. Obt ‘ Nation of the medication pass on LPN has alzo been in—servi?::lhﬁe LPNs .
Februgriiid, 2008 at approximally 5:05 PM medicasion administras: proper
. . ! mistration documentation
revealgdithat the Resident #3 was prascribed and . : Jon,
; 3 SRen charting errors, The RN will provide
RenagPi®00 mg three times a day with his varterly oversight i
meals.| fiiferview with the LNP and review of the 4 dican. ight o ensure that :
MAR's|rffealed the GHMRP LPN failed to mecications ate administered properly, and
sdminit tha resident's medications prior 1o his e1rors properly documented, 3/20/08
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. A BUILDING
4 , WING
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NAME OF PROVIDERHR SUPPLIER STREET ADDRESS. CITY. 8TATE. ZIP CODE
14 8 T
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{%4) ID | IBUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 5
PREFIX ( OEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION BHOULD BE COMPLETE
TAG RHGERATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
i DEFICIENCY)
1474 | Contihisld From page 18 1474
the L{MEIgned in the MAR that she administered
this miefication which was an documentation
errori| &
10
2. Olismvation of the medication pass ¢n 2. The RN has reviewed the policy pn
Febrgpe 1. 2008 at approximately 5'08 PM medication administration with the LPNs.
revealelithat the Residont #5 refused to take her LPN has also been in-serviced on proper
Docugagh Sodium 100 mg from the medication medication administration documentation,
nurse} fhe medication nurse stated she would and charting errors. The RN will provide
give itRithe resident later when calm. At the quarterly oversight to ensure that -
compleiin of the medication pass the nurse did medications are administered property, and | 3/20/08
not myk# a second attemnpt to administer the errors properly documented ?
client Datusate. According to interview with the .
LPN dbditiinator she administered the medication
later vening. However, the nurse had not
ensurgithat the MAR documentation reflectad
the cofrdt | NP who administered the
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Febnm:i*;‘i , 2008

Mr. Pau] fitang
ExecutivgiDirector
Capital (S, Inc.
12416 Diciley Road -

I

Silver Spifie, MD 20906-3804
1§ |

RE: 2820Wlartford Street, SE
|8

Dear Mr ang;
if
."’l‘

Pursvant(sfivour request, an initial licensure survey was conducted at your facility identified above on
Februaryl#i2008. Enclosed is the Statement of Deficiencies for licensure. - You are required to respond to
cach defitiincy, Ahthough a reasonable period of time may be allowed for actual correction of these
deficiency@ it is imperative that your plan, with specific dates for anticipated completion, be signed,
dated ant }; turned 10 this office no later than March 3,2008. Since these reports are subject to public
disclosurppit is necessary that the responses be indicated on the original forms (and not on an artachment,
except if [fimitting a copy of a policy change). NOTE: “Corrected” is not an accepted reply. The plan
MUST ahiflinclude the following,

R

\ r
il et

# What [ ) " ective uction(s) will be accomplished for those residents found to have been affected by
the deficfelit practice;

¢ How y iwill identify other residents having the potential to be affected by the same deficient
practice | d what corrective action will be taken;

B

» What mg) sures will be put into place or what systemic changes you will make to ensure that the
deficient gactice does not recur; and
K ;J ’

*» How tﬂ ‘ :

‘ rrective action(s) will be monitored to ensure the deficien p.mﬁce will not recur, i.c.,
what quaishy assurance program will be implemented. :
f ik
1
. PLEASKINDTE: Plans of Correction not adhering to the above requirements will not be considered
acceptablg.; '

|

sj ;“', orth Capitot Street, N.E., 2 Floor, Waghington, D.C. 20002 (202) 442-5888 = FAX (202) 4429430
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